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2) The essistance rom Koshika Foundation is only financial in nature. The cholce of the treatmentiprocedure advised/conducted by the Hospital on the

pationt, is based on the arrangemont batween Iha patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil

S3sume sole & complete responsitility of the veatment & it's outcome & safety of the patient. and Koshika Foundation will have no rols of responsibility
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